The study was performed in high-risk patients, 60 years and older, American Society of Anesthesiologists (ASA) class III or IV, who were scheduled for urgent or elective major surgery followed by a stay in an intensive care unit. The primary outcome was in-hospital mortality from any cause and was adjudicated by observers who were unaware of the treatment group assignments. Of the 1994 patients involved, equally divided, about 7.7% died in the hospital, and the pulmonary-artery catheter group had a significantly higher rate of pulmonary embolism. Thus, no benefit appeared to be derived by placing the catheter over the standard care in this group of highrisk patients. Patients with major trauma (injury severity score Ͼ15), an initial base deficit of 6 mEq/L or higher, or the need for 6 U or more of packed red blood cells in the first 12 hours or patients 65 years and older with any 2 of the previous criteria were monitored and resuscitated with lactated Ringer infusion and/or packed red blood cell transfusion and moderate inotrope support, as needed, in that sequence, to attain and maintain an oxygen delivery index greater than 600 mL/min per square meter or equal to 500 mL/min per square meter for the first 24 hours in the intensive care unit. Thus, they determined that the supranormal resuscitation was associated with increased lactated Ringer infusion, decreased intestinal perfusion, and an increased incidence of intraabdominal hypertension, abdominal compartment syndrome, multiple organ failure, and death. Five hundred sixteen patients with primary breast cancer in whom the tumor was less than or equal to 2 cm in diameter were assigned randomly to either sentinelnode biopsy and total axillary dissection or to sentinelnode biopsy followed by axillary dissection only if the sentinel node contained metastases. The sentinel node, found equally in the 2 groups, was positive in 83 (32.3%) of 257 patients in the mandatory axillary dissection group and in 92 (35.5%) of the 259 patients in the axillary dissection if sentinel-node biopsy results were positive group. The overall accuracy of finding the sentinel node was 96.9%; the sensitivity, 91.2%; and the specificity, 100%. There was less pain and better arm mobility in those who underwent only sentinel-node biopsy. No cases of overt axillary metastasis occurred during the follow-up of 60 months. Thus, sentinel-node biopsy is a safe and accurate method of screening the axillary nodes for metastasis in women with a small breast cancer. Using base-case estimates, management of patients undergoing laparoscopic cholecystectomy with routine IOC would cost $100 or more per case. Routine IOC would present 2.5 deaths per 10000 patients at a cost of $390000 per life saved. The cost per common bile duct injury avoided with IOC use is $87 143. Thus, the routine use of IOC seems justified especially among less experienced surgeons and in high-risk operations. This Southern California trauma group, across a 26-month period, saw 78 consecutive unselected patients with liver injuries. In the absence of hemodynamic instability or signs of hollow visceral trauma, nonoperative management of the liver injury (NOMLI) was offered. The success rate of NOMLI was 85%, but the liver- Adults with 20% or greater total body surface area burns were prospectively enrolled in this study (175 patients). Of this group, 27% developed severe MOD, 17% developed complicated sepsis, and 22% died. Full-thickness burn size, age, and inhalation injury were associated with MOD, sepsis, and death. Infection preceded MOD in 83% of patients with both. A base deficit of 6 mEq/L or higher at 24 hours after injury was associated with death. Thus, it was concluded that when it occurs, severe MOD is almost always preceded by infection. In addition, an elevated base deficit at 24 hours and septic shock are the most important factors associated with death after burn trauma. (A definition of all terms is found in the article.) 98% freedom from aneurysm rupture at 9 years. There was a 2.3% incidence of perioperative mortality. Thus, it was concluded that endovascular stent graft therapy is a valuable alternative to open aortic repair, especially in older, sicker patients with large aneurysms. Continued device improvement coupled with an enhanced understanding of the important role of aortic pathologic features in determining therapeutic success will eventually permit endovascular stent grafts to be a more durable treatment of aortic aneurysms. This article analyzes the course of 106 patients with BE who underwent LARS during a 6-year period ending in 2000. Various numbers of patients agreed to manometry and 24-hour pH monitoring, endoscopy, and histologic evaluation of biopsy material to determine progression or regression of their BE. Symptoms improved in 70% to 96% of cases. Short-segment BE improved or disappeared in more than 50% of those cases, but LARS did not affect those with long-segment BE. Among patients with complete regression, 89% of those tested had normal esophageal acid exposure. Only 1 patient developed adenocarcinoma within 10 months of LARS. Thus, it was concluded that LARS, while not perfect, is the most effective treatment of patients with BE. Typical reflux symptoms improve and an efficient barrier at the gastroesophageal junction was restored. More than 50% of patients with short-segment BE had it eliminated by operation, and the progression from metaplasia to dysplasia or cancer was rare. 21%] ). With a mean loss of 44 kg (97 lb), fasting glucose levels and glycosylated hemoglobin concentrations returned to normal (83%) or markedly improved (17%) in all patients. A significant reduction in insulin levels and oral antidiabetic agents was noted. Thus, it was concluded that with the operation resulting in significant weight loss (60% of excess body weight loss), there was a resolution of T2DM in 83% of patients, and those with the shortest duration and mildest forms of T2DM had a higher rate of resolution, suggesting that early surgical intervention is warranted to increase the likelihood of rendering the patient euglycemic.
Much has been written by Shoemaker and his group regarding supranormal trauma resuscitation. Although many have refuted his statements, this article, monitored in every way

Surgeons have long debated the routine use of intraoperative cholangiography (IOC) during laparoscopic cholecystectomy. Recent population-based studies have demonstrated that the use of IOC is associated with a decrease in the rate of common bile duct injury. To understand the cost implications of routine IOC, the following study was done.
There have been a rash of articles relating to the nonopera
specific success rate was 100% (several patients were operated on for other reasons within the abdomen). No adverse
For the past 12 years, more and more endovascular stent grafts have been used to repair aortic aneurysms. It is imperative that we look at the results of this effort for this is the wave of the future.
Patients with Barrett esophagus (BE) are frequently offered laparoscopic antireflux surgery (LARS
After trauma, whether from an external source or operation, up to 60% of immobilized patients have been reported to develop a silent deep vein thrombosis. No effective therapy has been submitted to a large, prospective randomized trial. This effort to test the effectiveness of intermittent pneumatic compression devices in these patients is therefore important.
A prospective, randomized trial was performed on 442 patients who received thromboprophylaxis using either intermittent pneumatic compression or low-molecularweight heparin. The results indicated no significant difference in time spent in intensive care or the proportion of patients with spinal cord or head injuries or pelvic fractures. Pulmonary embolism occurred in 1 patient in each group. None of the major bleeding episodes required operative intervention. Thus, the low rate of thromboembolic complications and the cost savings suggest that intermittent pneumatic compression might be used safely and effectively for thromboprophylaxis in trauma patients. 
